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Prescribed Drugs Limitations

Prescribed medications are limited to those prescription-only and over-the-counter drugs,
supplies and devices selected for inclusion on the Medicaid formulary.

Selected specific drug entities or products within specific therapeutic categories shall be covered
services only with prior authorization. These are detailed in the provider manual.

The maximum quantity of medication which can be dispensed for any prescription is a 34 day
supply.

Pharmacy services for parenteral administration of total nutritional replacements and intravenous
medications in the consumer’s home are not covered through the pharmacy program and must be
billed through the Home Health Services/Durable Medical Equipment program.

Pharmacy services related solely to non-covered transplant procedures are non-covered.
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